Introduction
The purpose of medical audit is to improve the quality of care. If badly executed or used for any other purpose audit may waste time and resources that should be used in caring for patients. Whatever we may think of the other proposals in the white paper' the new arrangements for audit in general practice offer the profession an opportunity to introduce effective audit that will substantially improve the quality of care. The difficulty is to ensure that audit in practices or organised by medical audit advisory groups is effective in improving care and not wasteful of resources or demoralising to the participants. Audit should therefore be subjected to the same degree of critical evaluation as any other innovations in medicine, such as new treatments or forms of investigation; it has the same potential as these more traditional medical activities to cause harm as well as benefit. I will draw on the experience of some of the successful and unsuccessful audits carried out in my own practice to show why some audits lead to improvements in care and others do not.
Problem solving with audit
The most common reason for failure of audit to improve the quality of care is that the findings do not cause changes in day to day clinical practice. Deficiencies are ignored, either because they are seen as unimportant or because the changes required seem so considerable as to be impracticable. Using audit to solve problems is one way to avoid this difficulty; it is undertaken only when a problem is suspected, which the practice wishes to correct. If audit is to be effective the participants should be the practice team or some of its members-it is the practice that has the problem, and its members are usually the only people who can put it right.
Problems in providing care may be identified in Audit 7-The problem: there was no specific problem but a general interest to perform a traditional audit of the care of patients with hypertension. At the first data collection in 1986 the records of a sample of patients with hypertension were reviewed; in 83% this hypertension was classified as being well controlled, while 4% had not been reviewed in the previous 12 months. We were reasonably happy with the findings but had not set any criteria or standards beforehand. At the second data collection in 1989 records were reviewed again; in 8% of patients in this sample hypertension had not been checked in the previous 12 months. We agreed to set a criterion that all patients should be seen at least annually. Percentage improvement was none.
Lessons: again this audit started out of curiosity rather than because of a specific problem. By finally agreeing a criterion, however, we defined a problem and set a target to encourage its resolution.
Differences between successful and unsuccessful audits
Successful audit leads to improvements in the quality of care. The audits described above show different degrees of success, those that resulted in improved care being initiated to deal with acknowledged problems. When set up for other reasons, such as compulsion or curiosity, they did not improve care. Peer review and audit for purely educational purposes are ineffective because they almost always tackle subjects most participants do not accept as problems, and even if they do their practices may not. Any deficiencies that are disclosed will not be corrected unless the practice agrees that they represent an important problem that must be corrected. There is a difference between deficiencies and problems. Deficiencies disclosed by chance or formal evaluations of care are deviations from standards that may or may not have been agreed beforehand. Problems are deficiencies that have been categorised by the members of the practice as needing action. The way in which a practice handles deficiencies and recognises them as problems will depend on the style of practice management, which needs an ordered way of considering problems and allotting a priority to each. In the multidisciplinary practice teams of today practice management must allow all professional groups to BMJ VOLUME 300 The recent government white paper clearly states an intention that all doctors should be concerned with auditing the quality of patient care. No exceptions are made, and little advice is given to those who have no experience of audit. If audit is perceived as economy, efficiency, and effectiveness then the white paper emphasises the last of these three despite the view of some that the basis of government interest is that of cost cutting. The white paper's definition of audit avoids mention of cost savings but does indicate that improvements in the quality of care must be achieved within the "resources available." It clearly puts responsibility for audit within the medical profession, and this has been accepted by the royal colleges, which see a definite role for themselves as leaders in audit.
Audit is not new; the history of medicine contains many examples of people who have actively examined the quality of their practice. Collective audit, however, is a phenomenon of the twentieth century, and there are in the United Kingdom many outstanding examples of national audit of mortality such as maternal mortality, perinatal mortality, anaesthetic studies, and cardiac surgery. The confidential enquiry into perioperative deaths represents the most ambitious and in depth study yet undertaken. It may be insufficient, however, simply to join such studies in future. Doctors must look more closely into their own day to day activities.
Nature and quality of audit data Audit has been subdivided into structure, process, and outcome. Structure has not been included in the remit of the white paper despite protests that it is clearly inadequate to meet the needs of patients. Though 
